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B ecause of the disabling nature and often chronic course of PTSD, identifying risk factors and protective factors for its development is of particular interest. 1 A large body of research identified factors including prior trauma or prior psychiatric history as good predictors of PTSD. 2 In addition, intrapersonal factors such as peri-and posttraumatic dysfunctional cognitions were found to influence posttraumatic recovery. 2, 3 Compared with intrapersonal factors, data on interpersonal processes of trauma recovery-focusing not only on the traumatized individuals but also on their social environment and their social interactions, respectively-are sparse. In addition to social support, which was found to be a strong predictor of PTSD, 2,4 disclosure of trauma 5, 6 and social acknowledgement 7, 8 have emerged as relevant.
Disclosure
Disclosure, that is, the revelation of adverse life events, is assumed to have positive therapeutic effects on recovery. 9 In line with this, disclosure of stressful life events through repeated expressive writing has been found to reduce psychological symptoms in healthy subjects. [10] [11] [12] However, results of the effects of disclosure in trauma populations are inconsistent. In child sexual abuse victims, a greater extent of spoken disclosure was related to less PTSD symptom severity. 13 In contrast, disclosure through expressive writing as a stand-alone intervention showed no effects and even caused increased distress in traumatized victims. [14] [15] [16] Verbal disclosure has been shown to provoke positive and negative social reactions, with factors such as trauma type, timing, and extent of disclosure moderating these reactions. 13, 17, 18 Not surprisingly, negative social reactions have been associated with negative effects such as greater PTSD symptom severity. 13, 18 The concept of disclosure is multifaceted. Previous research has focused primarily on situational or interpersonal aspects, and has found inconsistent effects. For that reason, we were interested in the more intrapersonal aspects of disclosure; hence, the victim's own perception of their verbal disclosure of trauma was investigated. In a previous study on this topic, we found different attitudes regarding disclosure: a need to talk about the experience, reluctance to disclose the traumatic experiences, and one's own perceived emotional reactions while disclosing (for example, crying or being afraid 19 ).
Social Acknowledgement
Poor social integration, low social appreciation, 20 and rejection on homecoming 21 were related to PTSD symptomatology in homecoming soldiers. The soldiers' perceptions of negative or blaming reactions by their families and (or) the social milieu hindered their adaptation to the psychological posttrauma and intensified their symptoms. 13, [22] [23] [24] [25] Social acknowledgement is defined as the victim's perception that individuals or society react positively and appreciate their traumatic experiences and current difficult situations. 7 It is opposed to societal disapproval, criticism, or rejection, which create a social condition that causes trauma survivors to feel unsupported, misunderstood, or otherwise alienated from their surrounding environment when seeking social support. 26 In contrast to social support, social acknowledgement does not comprise the structural supportiveness (for example, the number of supporters and the composition of support network members) nor the functional supportiveness (for example, emotional aspects) of the direct environment. 2, 4, 27 In previous studies we found 3 dimensions of an individual's perception of social acknowledgement: recognition, general disapproval, and family recognition or disapproval. 7 Subjective social acknowledgement predicted PTSD better than a conventional measure of perceived social support, which was explained by the higher trauma-related specifity of the social acknowledgement scale. 7 Social acknowledgement was associated with a reluctance to disclose the event. 7 We wanted to examine the influence of victims' attitudes toward disclosure and their perception of social acknowledgement on posttraumatic recovery. Further, we wanted to demonstrate the importance of these factors by comparing them with dysfunctional posttraumatic cognitions-an intrapersonal variable closely tied to PTSD.
Method

Participants
The crime victims were recruited anonymously by the only nationwide, nonprofit organization in Germany that supports crime victims and their families, the WR. The WR has a strict data protection policy and mailed our questionnaires to potential participants throughout Germany. We enclosed a letter describing the aim of our study, the procedure, and the voluntary and confidential nature of participating. To enhance compliance, we additionally announced that we would mail a summary of the survey's results to all participants as soon as possible. Those willing to participate in the study were asked to mail the questionnaire either back to the WR or directly to us. Informed consent was assumed by those who were willing to take part in the study by returning the completed questionnaires. The study was approved by both the WR and the psychology department of the Technical University Dresden; further approval was not necessary owing to the use of a nonclinical sample. Inclusion criteria for the study were: experience of an interpersonal trauma; victimization 2 to 13 months before the first assessment; and fluency in German. We do not know the sample's representativeness. Because of the strictly anonymous procedure, we were unable to control who returned the questionnaire or find out reasons for nonparticipation. The WR was not willing to implement mechanisms to raise the response rate.
T1 took place an average of 5.32 months (SD 1.70) posttrauma. T2 were scheduled 6 months after the first assessment. Out of 492 mailed questionnaires, 35.5% (n = 175) returned the answered questionnaires at t1. Of those, 86.3% (n = 151) fulfilled the inclusion criteria and were included in the study, and 57.0% (n = 86) responded at t2. We do not have systematic data on reasons for nonresponse and because of limitations created by WR's data protection policy.
Fifty-one women and 35 men were selected between the ages of 15 and 91 years (mean 46.12 years, SD 17.68) at t1. More than one-half were single and 40.7% were married or cohabiting. For education, 5.8% had no secondary school certificate, 37.2% had completed school up to junior high, 34.9% had completed school up to the 10th grade, 11.6% had graduated from high school, and 10.5% had a university degree. More than one-half (53.2%) of the participants had experienced bodily injury inflicted by strangers, with 29.0% through armed robbery with or without bodily injury, and 17.7% through physical violence in relationships. Weapons were used in 58.0% of the cases. As a result of the event, 82.6% of the participants reported severe injuries and 88.9% needed immediate medical care.
Participants who took part in both assessments and those who participated at t1 only (n = 65 dropouts) did not differ concerning sociodemographic variables (age, sex, partnership status, and educational degrees), trauma exposure, or PTSD symptom severity at t1. There were also no differences between the 2 groups regarding posttraumatic cognitions, disclosure of trauma, and social acknowledgement except on the SAQ subscale of general disapproval (F 149 = 3.9, P < 0.05), with higher scores in the final sample (n = 86). Accordingly, at t1 the dropouts reported more social acknowledgement than the final sample.
Measures
The IES-R 28 German version 29 is a standard 22-item self-report questionnaire that assesses the frequency of PTSD symptoms experienced during the week prior to the assessment. In the present study, subjects were requested to respond to the items as they pertained to their crime experience. The items probe the 3 DSM-IV PTSD symptom clusters of: intrusion (7 items), avoidance (8 items), and hyperarousal (7 items) scored on a 4-point Likert scale, from zero (not at all) to 5 (extremely). The scale yields frequency subscale scores for each symptom cluster in addition to a total score. The scale has been shown to have strong internal consistency and test-retest reliability across various trauma populations. 28 The TEI consists of the sum-score of 4 conventional items rated on a Likert scale, from 1 (not at all) to 4 (exactly), assessing the degree of trauma exposure 30 : degree of physical violence, use of weapons, severity of injury, and subsequent need of medical assistance. The index has not been validated.
Cronbach's alpha in the actual study was 0.78.
The PTCI 5 assesses typical dysfunctional trauma-related thoughts and beliefs in the domains of negative cognitions about self (21 items, for example, "My life has been destroyed by the trauma"), negative cognitions about the world (7 items, for example, "The world is a dangerous place"), and self-blame (5 items, for example, "Someone else would not have gotten into this situation"). The 33 items are rated on a Likert scale, ranging from 1 (totally disagree) to 7 (totally agree) and are assigned to 3 subscales. The scale shows sound psychometric properties with Cronbach's a = 0.82 to 0.88, and retest reliability = 0.76 to 0.89. 33 The DTQ 19 measures aspects of an individual's intention to disclose traumatic events. The 34 items are rated on a Likert scale, from 0 (not at all) to 5 (completely), and comprise 3 subscales: reluctance to talk (13 items) assesses reported resistance to tell others about the trauma (for example, "I find it difficult to talk to people about the incident"), whereas urge to talk (11 items) assesses the victim's need to disclose the traumatic experiences (for example, "I feel compelled to talk about my experiences again and again"). These 2 subscales are independent of each other. The third subscale is emotional reactions during disclosure (10 items), which assesses descriptions of affective states experiences while disclosing the trauma (for example, "Describing the event makes me feel very sad"). The latter scale is moderately positively correlated with the 2 other scales. Psychometric properties are good, with Cronbach's a = 0.82 to 0.88, and retest reliability = 0.76 to 0.89. 19 The SAQ 9 measures a traumatized individual's perception of recognition as victim or survivor and of support from family, friends, acquaintances, and local authorities. This 16-item self-report is rated on a Likert scale, from 0 (not at all) to 5 (completely). It contains the following subscales: recognition as victim and (or) survivor (6 items, for example, "Many people offered their help in the first few days after the incident"), general disapproval (5 items, for example, "Somehow I am no longer a normal member of society since the incident"), and family disapproval (5 items, for example, "My experiences are underestimated in my family"). In the validation study, moderate negative intercorrelations existed between the first and second scales and the first and third scales, whereas the second and third scales correlated moderately positively. Psychometric properties in the validation study were satisfactory, with Cronbach's a = 0.78 to 0.87, and retest reliability = 0.74 to 0.85. 9
Data Analyses
All analyses were computed with SPSS 14.0 software (SSPS Inc, Chicago, IL). Whereas demographics, characteristics of the crime, and the potential predictors PTCI, DTQ, and SAQ were administered at t1 only, PTSD symptom severity was assessed at both time points. Pearson correlations were calculated between PTSD symptom severity at t2, important sociodemographic variables and event characteristics, and all t1 predictors (see Table 1 ).
To estimate the overlap between the predictors, correlations between dysfunctional posttraumatic cognitions, disclosure attitudes, and perceived social acknowledgement were also computed (see Table 2 ).
A series of hierarchical regression analyses were carried out to test the value of the PTCI, DTQ, and SAQ in predicting overall PTSD symptomatology at t2 (see Table 3 ).
In all analyses, in step 1, the demographic variables sex and age as well as PTSD symptomatology at t1 were entered simultaneously in the regression equation because these variables are known predictors of posttraumatic stress reactions. Then, step 2 tested the incremental variance explained by the t1-predictors dysfunctional posttraumatic cognitions, disclosure attitudes, and perceived social acknowledgement, respectively. Regarding the substantial intercorrelations between the subscales of the predictor-instruments, at first we did not perform a combined analysis including all scales but instead conducted 3 independent analyses for each questionnaire. Because both disclosure attitudes and perceived social acknowledgement have rarely been considered in previous PTSD research, we hypothesized that they would explain significantly more variance in t2 PTSD than sociodemographic variables and t1 PTSD alone. The DTQ subscale of emotional reactions during disclosure was closely tied to PTSD symptomatology (see Table 1 ) and highly intercorrelated with the other DTQ subscales (see Table 2 ) causing potential problems of multicollinearity. Therefore, we excluded the emotional reactions subscale from the regression analyses.
Additionally, we wanted to compare our predictor variables for PTSD symptom severity at t2 when entered simultaneously into a regression analysis (see Table 4 ).
As before, the subscale emotional reactions during disclosure was not included in this analysis. Owing to the high intercorrelations with the other predictors we also excluded the PTCI subscale negative self for this analysis. As before, control variables were entered first, and in step 2 all t1-predictors were entered simultaneously.
Results
Compared with the IES-R sum scores in existing studies with German crime victims (mean 46.5, SD 29.7, 29 mean 44.6, SD 17.4 31 ), our sample showed high PTSD symptom severity at both time points. Table 1 shows means and SDs of the measures used, and correlations of PTSD symptomatology (IES-R sum score) at both assessments. The IES-R sum scores decreased significantly over time (t 85 = 3.59, P < 0.001). Except for age, sex, and partnership, the sociodemographic data, as well as trauma characteristics, were mainly uncorrelated with PTSD symptomatology at both measurements, whereas PTSD symptomatology and dysfunctional posttraumatic cognitions were moderately positively correlated at both assessments. Disclosure of trauma was also positively correlated with the IES-R subscales at both assessments. Regarding the SAQ, whereas recognition was uncorrelated with PTSD symptomatology, general disapproval was positively correlated with it at both t1 and t2. Family disapproval was uncorrelated with PTSD symptomatology at t1 but was correlated with it at t2.
Most of the predictor subscales were correlated, especially PTCI-negative self, which showed high correlations with single scales of both the DTQ and SAQ. Also, DTQ-emotional reaction was highly correlated with both of the other DTQ-subscales and SAQ-general disapproval, respectively (see Table 2 ).
Regression analyses show the well-known predictors of sex, age, and PTSD symptomatology at t1 significantly predicted PTSD symptom severity at t2 (see Table 3 , step 1).
The 3 groups of variables entered after the demographics and t1 PTSD symptomatology added significantly to the prediction of t2 PTSD symptom severity. Disclosure attitudes added 8% (P < 0.001) of explained variance in t2 PTSD symptomatology. The subscales of the social acknowledgement questionnaire added 4% (P < 0.01) PTSD of explained Table 3 shows the summary of these 3 hierarchical regression analyses predicting posttraumatic symptomatology at t2. The directions of all regression coefficients were as expected.
The final hierarchical regression analysis examined the overall variance explained by the predictors when entered simultaneously (see Table 4 ). After controlling for demographics and PTSD symptom severity at t1, the examined predictors explained 10% additional variance (P < 0.01). However, only the betas of both DTQ subscales (reluctance to talk und urge to talk) were significant.
Discussion
The results of this longitudinal study show that disclosure attitudes and social acknowledgement are able to prospectively predict the course of PTSD symptom severity. Of particular importance is the finding that disclosure attitudes explain more unique variance than the well-known predictor dysfunctional posttraumatic cognitions (measured by PTCI 3 ) that is closely tied to PTSD symptomatology.
The lack of correlation between the disclosure attitudes reluctance to talk and urge to talk about the traumatic experience shows that these scales measure 2 independent dimensions. This confirms the findings of our previous study. 19 Individuals with a higher need to talk about the trauma, as well as those who indicated more reluctance to disclose their experiences, showed higher PTSD symptom severity. Possibly, these 2 attitudes mirror the high relevance and importance of the traumatic event in stressed individuals. Unprocessed traumatic experiences are ever-present threats in the victim's mind that need to be actively dealt with, either by focusing on them or by trying to avoid them. However, these variables only indicate the intention to disclose or conceal the traumatic experiences.
We neither know about the actual extent of disclosure and the social reactions owing to disclosure nor about the interrelation of these processes with the disclosure attitudes. One could hypothesize that an urge to talk about the trauma is related to an actually greater extent of disclosure. Although spoken disclosure may be helpful, research shows that a greater extent of it leads to negative social reactions that may harm the victim's psychological status. 13 On the other hand, participants who were reluctant to disclose also showed severe PTSD symptoms. It might be that these individuals engage more in avoidance coping, which has been shown to be associated with PTSD in past studies. 32 The third subscale, emotional reactions while disclosing, was highly correlated with PTSD symptom severity at both assessments. This result is not surprising owing to this subscale's relevance to the fear symptoms of PTSD (DSM-IV B4 and B5, psychological distress and physiological reactivity when a person is exposed to internal or external triggers of the trauma 33 ). For practitioners, this could serve as a clear indicator of dysfunctional trauma recovery when talking to traumatized individuals.
Disapproval from both family and social environment was related to higher PTSD symptoms. In contrast, recognition was unrelated to PTSD symptom severity. These findings confirm the results of a metaanalysis that found lack of social support to be among the strongest PTSD predictors, whereas the perception of social support did not necessarily promote positive outcomes. 2 In addition, significant correlations between family disapproval and PTSD symptomatology at the second assessment is consistent with earlier results indicating family rejection as a powerful PTSD predictor. 21 Altogether, these findings argue the relevance of social processes in individual trauma recovery.
Finally, it was hypothesized that disclosure of trauma and social acknowledgement would be comparable to dysfunctional posttraumatic cognitions in their prediction of PTSD symptom severity. Multiple hierarchical regression analyses supported this hypothesis. The ability of dysfunctional posttraumatic cognitions to predict PTSD symptomatology has been well established, 3 and our results concurred with previous work. However, the 2 disclosure attitudes of having the urge to talk about the trauma and the reluctance to talk about the trauma explained more unique PTSD variance than did dysfunctional posttraumatic cognitions, whereas the perception of general disapproval predicted less variance than dysfunctional posttraumatic cognitions. In a regression analysis including all examined predictors, disclosure variables had the strongest predictive value, compared with dysfunctional posttraumatic cognitions and social disapproval. Given the closeness of dysfunctional posttraumatic cognitions to PTSD symptomatology, we attach particular importance to our results regarding disclosure of trauma and social acknowledgement. Future research needs to systematically follow-up the relation between those interpersonal variables.
Several limitations warrant discussion. Recruitment via the WR in Germany only, the voluntary nature of participation, and the low overall response rate of 35.5% for the first assessment speak to the potential nonrepresentativeness of the sample, which might have compromised the results. In future studies, the broader processes of trauma recovery should be investigated in representative samples. Also, compared with other studies with crime victims, our sample showed more severe PTSD symptomatology. 29, 31 The t1 and t2 responders differed from those who dropped out after t1 only, regarding higher reported general disapproval. This might be due to the fact that those who felt unacknowledged in the first place felt acknowledged by our letter and questionnaire, both of which addressed their traumatic experiences and difficulties, and therefore they were more willing to take part in the study a second time. Further, this study was not a true prospective study. Instead of a standardized period, in the sense of a prospective study, we only had data of individual 6-month courses within 1.5 years after traumatization. Concerning individual differences in disclosure attitudes, the cross-sectional study design (where data was collected only after traumatization) does not indicate if they result from previous personality traits or have been developed posttrauma. There is another important limitation of the study. While we focused on broader processes of recovery, including (the perception of) social processes, the key measures were self-report and are likely to be measuring, at least in part, intrapersonal reactions. Future research should integrate observational designs to gain objective measures of disclosure and social processes, and their impact on and interaction with psychological adjustment additionally to the subjective measures used in this study.
Conclusions
We found that reluctance to talk and urge to talk better predicted PTSD symptom severity than dysfunctional posttraumatic cognitions, a variable that is known as a core predictor of PTSD. This indicates that broader processes of trauma recovery, such as the victim's perception of their interaction with significant others, should be considered in future research. Future research should try to identify potential underlying maladaptive social processes of PTSD development and chronification, even in intercultural samples and across different trauma types. If these interpersonal processes predict the posttrauma course, they should be targeted directly in future prevention and treatment strategies for traumatized individuals and their social networks.
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